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Introduction
Disability is a conceptual construct that could be linked to several aspects of counselling psychology, as well as psychology in general. Although some exploration of disability has taken place with respect to aspects of counselling psychology (Davis & Gandy, 1990; Kanellakis, 2000; Prendes-Lintel, 2000; Maki & Riggar, 2004; Bruyère, Van Looy, & Peterson, 2005) , it seems that a holistic and systematic approach has yet to be taken. This paper presents the next step in mapping the relationship between counselling psychology and the concept of disability following a survey investigating counselling psychologists" opinions with regards this relationship.
Method

Instrument & Procedure
This investigation adopted a survey methodology. In 2008, a 10-item questionnaire comprising nine closed questions and a final open text question was constructed. Piloting this questionnaire resulted in its refinement.
Data collection was then facilitated using the online survey website www.surveymonkey.com. Website tools used during the data collection to maximise response rate included reminders and follow-ups. These messages also highlighted to the recipient the breadth of the definition of disability under legislation in relation to the whole range of counselling psychology activities.
To enhance methodological rigour during data collection, the randomisation website tool was applied to the categorical multiple choice responses for the questions 1-9. This tool presents the responses to the questions in different randomised orders for each respondent and so controlling for order effects.
Participants
In light of the European target audience, the sample comprised all chartered counselling psychologists, whose email details were accessible through public records (e.g. The British Psychological Society online register), and the members of the European Association of Counselling Psychology. These two groups did have some overlap. Since the exact number of fully qualified (i.e. at doctoral level) counselling psychologists across Europe (or even in the UK) is not clear, it is not possible to provide accurate figures regarding representative sampling. However, within Europe counselling psychology is most developed in the UK, therefore, the overwhelming majority of the members of the European Association of Counselling Psychology are British, work in the UK or have trained in the UK.
Henceforth, all reference to "respondents" indicates the counselling psychologists who participated in this research by completing and submitting the online questionnaire.
Analysis
In the process of data cleansing, questionnaires were excluded from quantitative analysis if they contained contradictions or very few replies. Subsequently, the responses of the 98 remaining questionnaires were analysed quantitatively.
In light of the methodological limitations that accompany the pioneering stages of this research, as well as the fact that nine of the questions required the respondents to approximate to given percentage categories, the quantitative analysis figures were treated as rough estimates and no inferential statistics were performed on them.
40
The responses of all respondents to the open question were analysed qualitatively drawing upon grounded theory principles (Henwood & Pigeon, 1995) . Each respondent"s answer was broken down into thematic units and numbered accordingly by one of the authors; this was checked by the other author and areas of disagreement were addressed and resolved.
Colour coding was used initially to mark respondents in terms of their primary area(s) of expertise (i.e. physical disabilities, learning disabilities and/or enduring significant mental health problems). In the end this coding was not utilised but its visual nature could have grounded the data in relation to the respondents" experience. In addition to the colour coding, when the researchers were not clear about how to relate an item to the rest of the data, the answer to the open question was reviewed in the context of the rest of the respondent"s answers.
The coding and analysis were completed using electronic spreadsheet and wordprocessing software. Serial versions of the documents enabled the researchers to recall previous stages of the analysis, as did comments either linked to specific data or in terms of a research diary.
Results
Years of professional experience in counselling psychology (inc. training years)
As demonstrated in Figure 1 , it is evident that the majority of the respondents had extensive professional experience in counselling psychology. Very few respondents had less than four years training and experience. Approximately one quarter, and therefore the greatest proportion of the respondents stated that they had 11-15 years of professional experience. One fifth of the respondents had 20-30 years of experience, and a small proportion had over 30 years experience.
Figure 1
Respondents' professional experience in counselling psychology including training years
Work place
In order of highest to lowest response count, Table 1 shows the various work place settings in which the respondents reported to have worked. Approximately two-thirds of the respondents reported to have worked for some period in 8.1%
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6.12% Table 2 demonstrates the respondents" experience of working with clients with different types of disability with the most reported type of disability reported first.
Type of disabilities respondents reported to have worked with
More than four-fifths of the respondents stated that they had been working with clients with severe and enduring mental illness. Approximately three-fifths reported that they had also been working with people with physical disabilities, but this does not reflect as large a proportion of their clients as people with severe and enduring mental illness. Near half of the respondents reported that they had been working with people with learning/intellectual disabilities, but this once again formed only a small part of their overall experience. Table 3 shows that almost all respondents indicated that they had been working with clients with disabilities. Approximately one-fifth stated that this had been constituting 100% of their work, almost half stated that it had been forming approximately 80% or more of their work, and for 
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About three-quarters of the respondents reported that they had been providing training/supervision/ consultancy in relation to work with clients with disabilities.
However, this had been forming only a small part of their overall work in relation to therapy of people with disabilities, with the around half of respondents reporting to have conducted this type of work dedicating between 10-20% of their time.
Finally, approximately two-fifths of the respondents reported that part of their work had been research-based, and of those about half stated that this had been about 10% of their overall activities. Table 4 shows the types of client work that the respondents reported to have been engaging in, from most to the least frequently reported. Approximately four-fifths of the respondents stated that they had been working with people with disabilities on a one-to-one basis; near half of the respondents reported that they had been conducting one-to-one work with carers of people with disabilities; and approximately a third reported that they had been working on a one-to-one basis with professionals and volunteers providing services to people with disabilities.
Types of client work
Also, approximately a quarter of the respondents reported that they had been working in parallel with the families of people with disabilities. Apart from one-toone work with clients with disabilities, however, where the proportion of time spent providing this type of services varies greatly between respondents, the respondents reported they had been dedicating only small proportions of their time to disability related services. Table 5 shows that approximately four-fifths of respondents indicated that they had been providing services to working-age adults, of which around a quarter stated that that had been 100% of their work. Approximately a third stated that they had been working with teenagers with disabilities, and similarly about a third indicated that they had been working with older people with disabilities. Approximately a quarter of the respondents stated that in parallel with their other work, they had also been working with school age children, around two-thirds of which stated that that had comprised 10-30% of their overall work.
Distribution regarding age groups
Approximately an eighth of the respondents reported that they had been working with pre-schooling aged children with disabilities, and again this had been forming a small part of their overall work. 
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Psychological models used when working with people with disabilities
The most-used model, reported by approximately three-quarters of the respondents, was the cognitive behavioural model. The data demonstrates that even though most respondents had been using this model, there is a great variation in the extent that they had been using it.
The next most-used model appears to have been the person-centred/humanistic model, selected by roughly three-fifths of the respondents, and that was followed by the psychoanalytic/psychodynamic model, selected by approximately two-fifths of respondents. Even so, all these models appear to have been used in combination with other models. The systemic model and attachment based psychotherapy were both selected by about a quarter of respondents. The models that were selected least were Gestalt and social constructionism (see Table 6 ). (6) 3.8% (2) 1.9%
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Psychometrics
According to Table 7 , approximately a fifth of the respondents stated that they had not been using psychometric tools at all, and a fifth stated that only 5% of their work with people with disabilities had been involving psychometrics. On the other hand, some respondents stated that all of their work with clients with disabilities had been involving the use of psychometric instruments or testing.
Use of communication aids when working with people with disabilities
It appears that only art (drawing, painting, sculpting, collage etc.) had been used a sizeable proportion of the time by the respondents (see Table 8 ). On the other hand, there were some respondents who reported they had been using art and play "most of the time" or "always".
Priorities
Through grounded theory analysis, the central notion that emerged in the final responses was the concept of Abilities/Disabilities. In relation to this, the conceptual ii. the Goals that the client wishes to achieve, which were also presented as Requests/Demands, and linked to the Needs of the client.
e. The Independence/ Functioning of the client. Another of the respondents" thematic unit priorities was Coping/ Healing, which related to the ability of people with disabilities to deal with difficulties in their own way. Conceptual thematic sub-units that emerged were: iii. Appreciation of the individual in his/her own right. This priority appeared to be based upon the foundations of holistic Respect:
-Towards the Client as a person.
-In relation to the Client's Priorities and in collaboration with the client, and not to that of the counselling psychologist.
-The Sameness/ Difference of each individual in relation to others.
-Normalisation, which was linked to Alternative/ Adjustments. ii. The Efficacy of treatment, in which contributed both the Creativity of the respondents and Practice-based Literature.
iii. Cure or its absence.
iv. The Motivation of all parties c. Teach/Learn was presented as a multi-directional process within which the client, the therapist, and the family shared knowledge. 
Health/Illness
Discussion
Limitations and recommendations for future research
Before presenting the tentative conclusions from this study it first seems prudent to acknowledge its limitations. Of the inherent limitations in the survey methodology used here, the main consideration with regards the present data is that the responses collected are more likely to be from those members of the larger population who considered the research topic to be important; consequently, the likeliness of bias within the data is increased. Efforts to reduce this factor included sending several reminders on different days and times, thus targeting the different email responding patterns of counselling psychologists (this was one of the strengths of the survey software used). However, it was evident during data collection that detailing the significance of the topic in these reminders had the effect of influencing the responses, as well as the response rate; a maximum of three reminders were sent, but it is likely that by the third reminder neither the response rate nor the influential effect to the content of the responses would be further enhanced. As the quantitative questions were mostly linked to reports of their practice, such emails might have enhanced the accuracy of the respondents" reports but they might have skewed their
responses to the open question about their priorities. Consequently, these biases must be kept in mind when considering the patterns in the data. A further limitation relating to the sampling procedure was that the free software used was unable to count the number of declines to participate, when the respondents were close to 100.
Regarding the limitations relating to the quantitative data collected, it has been acknowledged above that findings can only be treated as guidelines since respondents were required to approximate their answers to given percentage categories. Future research could address this issue, potentially by further emphasising to respondents at data collection that the percentage categories have been designed as tools to create an ordinal scale (thus, numbers should be treated as rounded approximations). Alternatively, the questions could be presented in a different format.
A further limitation of the questionnaire design is that the survey software could not total the respondents" percentages as they input them. Consequently, respondents were required to total their own cumulative answers and in the stage of data cleansing several errors were identified (this led to some of the responses being excluded). Pilot feedback also revealed that some respondents were discouraged by the cumulative percentage questions. Unfortunately the survey was limited by the available software and it was, therefore, not possible to act upon these comments for the data collection. Access to such advanced software would reduce non-completion rate at data collection and the elimination of questionable responses at data cleansing. This would enhance the representativeness of the sample in relation to the general population of counselling psychologists across Europe and enable inferential statistical analysis of the data. Future research will also need to balance the deterring factor of too many questions with the deterring factor of fewer but more lengthy questions.
It may be interesting to repeat this survey in a few years to identify possible changes in the quantitative responses in relation to counselling psychologists" specific factors (e.g. training curriculum) and wider factors (e.g. employment opportunities or legislative and other social changes including social attitudes).
Regarding the qualitative analysis, the authors recognise the benefits of using alternative qualitative methodologies (Oppenheim, 1992; Quinn Patton, 2002 ) that might illuminate further nuances in the topic. On the other hand, a particular strength of the methodological analysis (grounded theory informed approach) used in the current study is that the authors continually returned to the respondents" answers when analysing the data.
Years and areas of experience of European counselling psychologists
As acknowledge earlier, the overwhelming majority of the members of the That a large proportion of the respondents reported that they had been working, at least on a part-time basis, in private practice could be linked to the fact that senior counselling psychologists have been "grandparented" in the profession; grandparenting refers to the happenstance where senior members have developed the competencies of a profession through diverse training paths prior to the introduction of accredited courses. This diversity seems to also be linked to counselling psychology"s community psychology traditions (Division of Counselling   Psychology  of  the  Hellenic  Psychological  Society,  2006; http://www.div17.org/preventionsection/default.htm), and these are reflected by the considerable number of respondents who reported to have worked for the charity and voluntary sectors (although this seems like a small adjunct to their main work portfolios). Many respondents also reported to have worked for the EAPs, and the increased profile of counselling psychologists in public mental health hospitals and clinics appears to be reflected in the finding that half of the respondents had experience in such settings. Forensic and social services employment were minimally represented in relation to the other work settings, but it is worth noting that the responses are relational to the extent of the respondents" professional experience, of which a large proportion had many years of experience; consequently, several respondents were considerably experienced in all listed work settings.
Main findings
The first notable finding from this survey is the small sample response to the invitation to participate. It might be speculated that failure to respond may be related to work-and personal-related competing priorities, i.e. non-respondents simply did not find the time to complete the survey. Evidence also suggests that the respondents" prioritisation of issues closely linked to disability influenced the response rate, meaning that those individuals in the sample population who completed the survey did so because they considered the research topic to be important whereas non-responders did not rate the topic so highly in importance. It might be inferred, therefore, that counselling psychologists do not consider disability to be as an important conceptual construct in their work as one might have assumed in light of the history of counselling psychology and its connections to aspects closely linked to disability. In light of the pervasive impact of disability discrimination legislation such as the Disability Discrimination Act (2006, 2008) on counselling psychology practice, this lack of prioritisation may be cause for concern and consequently the appropriate professional, training and regulatory bodies may need to take further action.
From the quantitative analysis, it is evident that the respondents in this survey were characterised by having many years of professional experience. This would support concerns that prequalification counselling psychology training does not sufficiently educate newly qualified counselling psychologists in the treatment of clients who have a disability; on the other hand, as counselling psychologists engage in their profession, the issue of disability is unavoidable and their learning increases in the context of ongoing professional development. However, coupled with the finding that counselling psychologists appear not to prioritise disability particularly highly in their work, this lends further weight to the argument for reviewing pre-and even post-qualification counselling psychology training in the treatment of clients who have a disability.
Continuing in the same vein, even though almost all respondents reported that they had been providing a service to people with disabilities, across respondents the proportion of time spent providing a service to people with disabilities was comparatively small. Again, considering the large proportion of people who fall under disability discrimination legislation (e.g. over 10 million people in Britain;
Office for Disability Issues, n.d.), this may be cause for concern and a rationale for investigating whether counselling psychology services are as accessible to people with disabilities as disability discrimination requires.
Despite the small sample size, however, the second most notable finding is the reinforcement of the characteristic of diversity, for which counselling psychologists as a professional group have a reputation. This is evident firstly, in the employment profiles of the respondents, secondly, in the types of disability-related services that the respondents reported they had been engaging, and finally, in their combinedmodel approach to therapeutic work with clients with disabilities.
Whilst diversity was shown in the types of disability-related services the respondents had been providing, this finding is qualified by the minimal amount of time they also reported that they had been dedicating to providing these services.
One-to-one work with clients with disabilities was the only exception where the being open to all models that evidence indicates are potentially effective).
There were two areas in which the respondents showed less diversity than would be expected by the profession. One such area was that of research activity. The counselling psychology professional paradigm is traditionally that of a scientist/practitioner, however, the findings here suggest that counselling 
Client/Individual
The client as an individual (23) .
.. factors [intrapersonal,...] (9)
...ideal self... (5) client"s ... emotional well-being during sessions (28)
Person-Centred
The meaning the disability has for the client... (12) "...his [or her] own personal growth?" (Rogers, 1961, p. 32 , words in brackets added). (9) Focus on clients' expressed concerns... (22) I do not prioritise myself with client whether they have disabilities or not.
To respect their needs, beliefs and desires NOT necessarily those of their family, carers and the "politically correct" (29) Emotions ..they need to feel they can trust you... (7) ...social, emotional, psychologcial factors... (16) ...emotional adaptation to disability... (26) ...emotional well-being during sessions (28) ...dealing with their own feelings of anger, sadness, doubts at their ability to cope and shame. 
Quality of Life
The client's needs and quality of life are the priority. (18) Quality of life issues eg pain management, social support (45)
Goals
Hear his wishes and needs... (7) Clear goal planning...
...objectives and how if possible to achieve them... (73) Motivating the client and others is what I see as an important goal.
Requests/Demands I ask them... (63) Hear his wishes and needs... (7) what they bring ( ...to enhance their sense of self-esteem and personal autonomy... (11) ...most often the mother to interpret their world for them. (46) ...what would help him/her to be able to lead an independent life) (9)
Counselling Psychologist
That I explore and understand my own internal values and preceptions of issues around diability and consider how they may impact upon the therapeutic relationship. (37) I myself am disabled (partially sighted). (42) My interest in disability is entirely personal. (51) ...that I explore and understand my own internal values and preceptions... What identity the client has (23) Acquired physical disability has thrown up issues around identity and loss... 
Sense-Experience
That I explore and understand my own internal values and perceptions...
ease of access to appropriate services (58) ...pain issues... (17) ...how that impacts on them and their life (23) anxieties (68) bereavement and loss (68) ...the client feels heard, appreciated, understood... (32) ...what is troubling them. (32) ...interpret their world for them. (46) ...sense of personal power an individual experiences... (74) ...individual experience... (1)
Life
The client's view of their disability and how that impacts on them and their life (23) ...maintain life affirming changes. (75) ...quality of life are the priority (18) ...lives can be imporoved in the absence of cure. (19) The issue is that living with a disability... 
Future
Good endings so that clients feels they have a resource if there is future need (13) ...so that any complications are avoided in the near future. (7) COPING/HEALING Containment of affect (14) ...doubts at their ability to cope and shame. (35) Identifying and amplifying personal stengths, what has helped them cope in the past? (74) I think that the way we are is as a result ans solutions we adopt in surviving our ...self-compassion,... (74) The ability to accept and transcend these problems (62) ...really listen to them and be patient. (31) Acceptance of the client and their disability... (23) Trying to be non judgmental (40) Humanity shared humanity (70) real relationships (70) Normalisation of the human experience (55) To approach therapy from the standpoint of common humanity (29) Adjustments ...cognitive/ behavioural and emotional adaptation to disability... (26) Adjustment processes (60) ...offering home visits as an alternative approach to clients attending clinic. (76) only experience of one client with signing interpretor (31)
That the clients needs are understood and adjustmens made to meet these to ensure equity of services. (37) ...adapt the session for that person to meet with their needs... (63) A sense of the value in doing things a little differently, if that is what circumstances dictate. (53)
Loss
Good endings so that clients feels they have a resource if there is future need (13) identity loss... (20) ...acquired a disability due to a traffic accident and thus have lost so much.
...often mourning loss of wellness is a key theme... (39) Acquired physical disability has thrown up issues around identity and loss... 
To give my clients a space where they can "work through" the traumas of the past so that they do not impinge on the client"s present in such a negative way. (33)
Therapeutic Relationship
Naming what is in the room (69)
... Implicitly, we also tend to adhere to the social model of disability...
...action reseqrch approaches, feminist and community psychological approaches, asset rather than deficit approaches.
...asset rather than deficit approaches. 
...important to remember that people do not exist in isolation, but rather embedded within an interconnected web of complex relationships. (75) ...that no-one is excluded... (15) specific understanding of the disability... ...emotional well-being… (28)
